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Introduction
For type A aortic dissection surgery is the treatment of choice. Acute type A AD has a mortality of 50% within the fi rst 48 hours if not operated. In-hospital complications (neurological defi cits, altered mental status, myocardial or mesenteric ischemia, kidney failure, hypotension, cardiac tamponade, and limb ischemia) subsequently increased in patients who died compared with that of survivors (p < 0.05 for all) [1] . The aim of surgical management of acute type A aortic dissection is to prevent death by rupture of the ascending aorta [2] . Because of the extent of the disease to the entire aorta, most surviving patients continue to have a patent distal false lumen [2] , potentially leading to aneurysmal evolution and its complications, especially the rupture that is the fi rst cause of late death [3] . It has been recognized that the long-term prognosis of the patients with thrombosed false lumen is superior to that of those with patent false lumen [4] . The following case represents endovascular way of treatment of patency of the false lumen, dissecting aneurysm evolution and avoiding reoperation in DeBakey type I dissection.
Figs. 1 and 2 -On the CT scan a double lumen is visualized in both the descending aorta and the supra-aortic vessels (see the arrows below)
. False lumen diameter in the descending aorta is measured -30 mm, while the true lumen is compressed to 6 mm.
Clinical case
We represent a clinical case of a 48-year-old male patient with history of not controlled and not treated arterial hypertension and dyslipidemia. He survived AD type I De-Bakey and was operated in the acute phase. A resection of ascending aorta and implantation of prosthesis Polythese 32 was done. During the follow-up period, the patient was symptomatic with uncontrolled hypertension, worsening renal function and progressive claudication occurred.
Control CT showed partial thrombosis of aortic arch which is supplied by brachiocephalic trunk; dissection of left common carotid artery with compressed true lumen and proximal dissection of left subclavian artery; increasing of the diameter of the false lumen in the descending aorta was measured as well compression of the true lumen to 6 mm and false lumen expansion to 30 mm ( Figs.  1 and 2 ).
An endovascular treatment was performed, aiming closure of the proximal entry tear and redirection of the blood fl ow in the true lumen and restoration of the fl ow in the branches. Via left and right radial 6 Fr access and left femoral 10 Fr access we implanted: Sinus XL 6 Fr 16/40 mm in the brachiocephalic trunk, Sinus XL 6 Fr 14/40 mm in the left common carotid artery, Sinus XL 6 Fr 14/40 mm in the left subclavian artery and Sinus XL 36/80 mm in the aortic arch with overlapping with stent Sinus XL 34/100 mm in the descending aorta ( Fig. 3) .
After the procedure the patient was sent back to the ward, with no intensive care unit stay. On the third day, he was discharged from hospital in good clinical condition with no complaints. Normalization of renal function and normalization of the blood pressure with the same optimal medical treatment were reached.
Results
The post-procedure result shows decompression of the true lumen in all stented zones ( Figs. 4 and 5 ). Implanted stents restore the fl ow in the true lumen, side branches and end-organ perfusion, preventing from aortic rupture and end-organ ischemia.
One month later, the patient is still asymptomatic with normal creatinine levels and blood pressure in optimal ranges over the same therapy. A control CT shows patent stent with no expansion in false lumen diameter in the thoracic and abdominal aorta. True lumen extension is measured to 24 mm and false lumen has decreased its diameter do 15 mm. One year uneventful follow-up was established.
Conclusion
In aortic dissection, the most important predictors of late survival are inducing the process of aortic remodeling, false lumen thrombosis and true lumen expansion. The treatment of choice in this clinical case after surgical aortic arch repair due to type I dissection is implantation of non-covered stents in the aortic arch and the supra-aortic vessels. It appears as a safe and effective way of restoring the fl ow in the true lumen and the side branches in late complicated AD cases.
Figs. 4 and 5 -One month later, the control CT scan showed decompression of the true lumen in the descending aorta up to 24 mm (from initial -6 mm), reduction of the false lumen to 15 mm (from 30 mm) as well as total thrombosis of the false lumen in the stented supra-aortic vessels.
